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Although there have been studies of the relative criminal recidivism

rates ofinsanity acquittees and of those ofpersonsfound guilty of

similar offenses, little is known about whether the same factors are

related to recidivism in both groups. In the present study, we

compared the general and violent recidivism rates of insanity

acquittees and convicted men who had been assessed in a maximum

security psychiatric hospital prior to their trials. The groups were

matched on age. offense and criminal history. Recidivism for the

convicted group wasfound to be higher than for the insanity

acquittees. Similar to the findings for the convicted men . subject

characteristics that reflected past criminal and antisocial behavior

were more closely related to outcome for the insanity acquittees

than were clinical variables. Furthermore, multiple discriminant

equations to predict recidivism were constructed for each group

separately . and they performed well on cross-validations using the

other group. The results are discussed in terms of their implications

for policy and treatment planning for mentally disordered

offenders.
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The defense plea of insanity is based on the idea that the

criminal behavior of those acquitted due to insanity is caused

by a mental disorder, whereas the same behavior from an

offender found guilty is due to criminogenic factors. If it is

true that the causal factors differ in the offenses of insanity

acquittees and convicted offenders, then it follows that fac-

tors Urn predict recidivism in the two groups ought to be dif-

ferent. For example, while such factors as age and criminal

history have consistently been found to be important for

predicting recidivism among convicted persons, 1 such psychi-

atric factors as diagnosis, psychiatric history, and symptom
severity ought to be important in predicting recidivism

among insanity acquittees.

Evidence on this issue has been mixed. For example, while

age and criminal history variables have consistently been

found to be related to criminal recidivism among insanity

acquittees and other mentally disordered offenders, in most

studies it has also been found that psychiatric variables are

important. In a review of followup studies of mentally disor-

dered offenders in Special Hospitals in Britain,
3 Bowden Con-

cluded that in addition to age and criminal history, previous

admissions to psychiatric hospitals and diagnosis were asso-

ciated with criminal recidivism. Other studies of insanity

acquittees have most consistently found age and offense his-

tory to be related to recidivism.
3 Psychiatric variables have

less commonly been found to be related to subsequent crimi-

nal recidivism, although diagnosis was found to be an impor-

tant predictor in all but one study in which it was examined/

Furthermore, a diagnosis commonly found to be related to

subsequent recidivism is that of personality (usually antiso-

cial) disorder,
5 although a psychotic diagnosis* and mental

retardation
3 have also been associated with higher recidivism.

The finding that antisocial personality disorder is related to

recidivism is problematic, because criminal behavior is one

of the symptoms of the disorder, therefore it is unclear (in the

absence of controls for criminal history) whether diagnosis
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contributes anything more to the prediction of recidivism

than does criminal history alone.

A second implication of the idea that the criminal behavior of

insanity acquittees is caused by factors stemming from a

mental disorder, whereas the same behavior from a convicted

offender is due to criminogenic factors, is that when treat-

ment is provided and signs of mental disorder are diminished,

the criminal recidivism of insanity acquittees ought to be

reduced. Thus, we might expect a lower recidivism rate

among insanity acquittees (virtually all of whom receive

treatment before release) than among convicted offenders

with similar criminal histories. There have been a few

studies* in which the outcomes of insanity acquittees who had

xeen treated and released were compared with the outcomes

of matched felons arrested or convicted for similar offenses.

In all cases the recidivism rates of the two groups were very

similar. In a review of the available American studies,* Pase-

wark concluded that the data were discouraging for mental

health professionals, noting that studies had found that psy-

chiatric hospitalization was not particularly beneficial in

reducing recidivism. However, in none of those studies were

diagnoses available for the prison samples, and it may be that

treatment reduces th4 recidivism for at least the more

seriously mentally ill.

In the present study, we examined the long-term recidivism

rates of a large group of insanity acquittees and compared them

with those of a group of convicted men. The comparison sub-,

jects were matched to the experimental group on index

offense (arrest offense was used to avoid the problems of plea

bargaining, wnichinay.be more prevalent among convicted

offenders than among insanity acquittees
19
), offense history,

and age. In addition to a comparison of the overall recidivism

rates between the two groups, data were gathered for both

groups on a large number of variables having to do 1min

childhood history, criminal history, and social and psychiatric

factors in order to permit a comparison of the variables pre-

dicting recidivism in the two groups. Also, to provide an evert
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stronger test of the hypothesis that the same (criminological)

variables would predict recidivism in both groups, the

matched group of offenders was used to construct a linear

model of recidivism, and the accuracy of that model was

tested with the insanity acquittees. Because risk-prediction

instruments designed for criminal samples have been found

to improve upon predictions made from variables considered

singly.” we included one of the more promising of these

instruments, the Level of Supervision Inventory.

13

Recidivism was measured in two ways. In one set of analy-

ses, it referred all those who were readmitted to a maximum

security psychiatric hospital for any reason or who were

rearrested for any offense. In another set of analyses, recidi-

vism included only arrests for a violent offense or readmis-

sion to a maximum security institution for having committed

a violent act. Although more sophisticated methods of

measuring recidivism have been developed for correctional

populations, simple dichotomies of antisocial behavior have

been found to fare equally well in terms of predictability.”

;

The importance of looking at violent- failure has been empha-

sized by several investigators ,

14
as has the importance of

looking at rehospitalizations for offenses that, had they been

committed by someone without a psychiatric label, would

likely have led to criminal arrest and incarceration .
11

The time at risk is another factor that has been related to

future recidivism.
5* In most studies, short followup periods

have been used, because reoffenses have been assumed to

occur fairly shortly after release .

17 While some studies that

have used very long followup periods have found that the

majority of offenses do occur early, especially for younger

offenders,” others have found that offenses for some groups

of offenders continue at fairly stable rates for very long

periods of time.” A long followup period (an average of over

six years) was used in the present study in order to gat er

comprehensive data regarding recidivism and to examine tne

time course of recidivism.
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Method

Subjects The subjects were an exhaustive sample (n * 280) of all NGRI

and patients present in the maximum security institution for at

setting least one day over a seven-year period (January 1, 1975, to
w

December 31. 1981). A yoked comparison' group was formed

by culling the records of patients admitted to the same institu-

tion during the same period for brief pretrial psychiatric

assessments. A comparison subject was acceptable only if he

met all of the following criteria: (a) his original most serious

criminal charge for the index offense was the same as that of

the experimental subject; (b) his criminal offense history on

the Akman-Nonnandeau Scale* was within 20% of that for

the NGRI subject for violent and nonviolent offenses separ-

ately; (c) he was the same age within one year, (d) his index

offense and that of the NGRI subject occurred within 12

months of each other, and (e) he never returned to the institu-

tion for treatment. The numbers of patients admitted to the

institution for pretrial remand remained high throughout the

seven-year study period, and matches were obtained for 86%

of the NGRI subjects (n = 238). Comparisons not reported

here showed that the NGRI subjects who were successfully

matched did not differ from those who were not matched.

During the seven-year period of the study, the all-male maxi-

mum security institution was divided into administratively

and clinically separate units. The programs on these two units

remained substantially unaltered throughout this period and

have been well described elsewhere. 11 Briefly, the program on

one unit was a peer-operated therapeutic community that

recruited young, verbal and intelligent patients. This program

involved intensive long-term, insight-oriented group therapy.

Patients who were not suitable for the therapeutic community

program because they were dull, older,. flagrantly psychotic

or non-English-speaking were placed in the other unit, where

the programs were operated on a behavioral model ana

almost all patients participated in a simple token economy.-

Material rewards and privileges were made contingent upon

ward staff assessments of ward chores, workshop P«rfor
'

mance. cleanliness, coooeration. beine in a eood mood, ana
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making social contact. Tokens were also removed for prob-

lem behaviors ranging from assault and noncompliancc to

causing a nuisance.

Of the 516 insanity acquittees and comparison subjects,

almost all (253 and 210, respectively) were at risk to reoffend

or had reoffended at the time of the final followup (April

1988). Subjects were deemed to be at risk to recidivate when

they had regular unsupervised leaves of absence from a cor-

rectional or psychiatric facility, when they were released

from a maximum or medium security hospital to an open psy-

chiatric facility, or when they were released to the street.

Procedure A list of all independent variables is shown in Table 1. All

variables except for those pertaining to outcome were coded

from institutional files. These institutional files were excep-

tionally complete and included information from a variety of

sources (detailed psychosocial histories, information from

other institutions, police reports, psychological test reports,

questionnaires from patients’ families, etc.). These detailed

files have been employed by other researchers in several

studies.
11 but all variables were newly ceded for this study.

Outcome data were obtained from a variety of sources,

including the files of the Coroner’s Office, the Lieutenant

Governor’s Review Board, the Royal Canadian Mounted-

Police (a national
1

database including interpol reports), the

National Parole Service of Canada, and provincial correctional

and parole systems. A randomly chosen 20 subjects were

independently coded by two research assistants to pennit ®
evaluation of interrater reliability. It should be noted that the

variables pertaining to diagnosis were coded by the research

assistants using DSM-III criteria applied to file information

available at the time of each subject’s admission and did not

necessarily reflect the diagnosis the patient received from

institutional clinicians.

Outcome
.variables

General recidivism was defined as any new charge for a crimi-

nal offense, or being returned to the maximum security msutu-

tion or having one's parole revoked for any behavior

could have resulted in such a charge. Violent recidivism was



defined in the same way, with the proviso that the criminal

charge or behavior resulting in return to maximum security or

in parole revocation was against another person. In order to

prevent inadvertent contamination of the history variables by

raters’ knowledge of recidivism, childhood history, adult

adjustment, offense and assessment variables were coded

using only file information that was available at the time the

subject was first admitted. Recidivism data were gathered by a

separate team of raters only after all other variables were

coded.

Results

Interrater

reliability For continuous variables, mean Pearson correlation

coefficients were computed and the reliability criterion was

set at .70. Variables not meeting this criterion were dropped

from the study, with the exception of childhood aggression

(r = .68, p < .01). Agreement for categorical variables was

assessed by the kappa statistic and percent agreement, and the

reliability criteria were .70 and 80%, respectively. For all

variables retained, mean correlation coefficients, kappa

statistics, and percent agreement were .90, .83, and 87%,

respectively.

Initial

nparability The yoking procedure produced two very comparable groups

of groups that were alike not only on the matching variables but on

most other study variables as well. In addition, the direction

of the statistically significant differences (after the applica-

tion of a standard Bonferroni correction, a = .05/49 := *001)

does not lead to a clear expectation about differential recidi-

vism. Of the 49 study variables, the two groups differed on

only six. Thus the NGRI subjects had more psychiatric

admissions (1.95 vs. .76, t(474) = 5.41, p < .0001) and

greater assertion deficits (2.62 vs. 1.91, t(425) = 3.99,

p < ,0001). In addition, the insanity acquittees were rated as

having less serious problems with alcohol on several vari-

ables (parental alcohol problems, p < .0005, and alcohol

involvement in the index offense; p < .0001). Finally, the

insanity acquittees were more likely to meet the DSM-11I cri-
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tcria for psychosis (schizophrenia, major affective disorder or

organic psychosis, 57% vs. 13%, x*U) = 99.77, p < .0001)

and less likely to meet the criteria for any personality disor-

der (22% vs. 41%, xW = 18.78, p < .0001).

Prediction of During the average 78.2-month (SD = 50.2) followup period,

recicfivism 253 insanity acquittees and 210 comparison subjects had an

opportunity to reoffend (or reoffended even though they had

not been at risk).® Of the insanity acquittees at risk, 214 were

matched to comparison subjects. Overall, the insanity acquit-

tees yielded a lower rate of recidivism in general (1037253 =

41% versus 117/215 « 54%, x
J(l) * 8.77, p < .01) and a

lower rate of violent recidivism (49/244 = 20% versus 63/214

= 29%, x*0) * 5.40, p < .05). The differences were slightly

larger when only matched insanity acquittees were consid-

ered (84/214 = 39%. X’CD = 9.91. p < .01 for general recidi-

vism and 40/209 = 19%, x
50) = 6.09, p < .05 for violent

recidivism).

Table 1 shows the relationship between each study variable

and general criminal recidivism. The relationships between

study variables and outcome for the insanity acquittees were

almost identical to those for comparison subjects even though

the comparison subjects had a higher rate of recidivism. In

order to examine the degree to which outcome was related to

the same factors in both groups, a relatively strong statistical

test was employed; that is, multiple discriminant analyses

were employed to determine the linear combination of vari-

ables that best predicted outcome for each group. Then that

same equation was used to predict outcome for the other

group to determine whether a significant proportion of vari-

ance could be accounted for.

Hierarchical approaches were used in the construction of the

discriminant functions: using stepwise regression for each

outcome variable, the four best predictors were selected from

each of the three variabie sets shown in Table 1. Then the

resulting 12 predictors were used in final simultaneous

equation to predict general and violent recidivism. For the
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construction phase, using the comparison subjects to predict

general recidivism, multiple R - .491, (R* = .241), regression

F(12,225) - 5.97, p < .0001. For violent recidivism, multiple

R * .485, (R> * 2.39), regression F(12,225) « 5.77, p < .0001.

Upon cross-validation using the insanity acquittees’ multiple

R’s were .311'CR
1 = .097), p < .001 and .251 (R* = .063),

p < .001, respectively. The reverse process, using the insanity

acquittees for construction and comparison subjects for vali-

dation, yielded very similar results: construction R = .472 (R:

* .223), regression F(12,225) = 5.38, p < .0001, validation R
s .315 (R* « .099) for general recidivism and R = .493

(R* = .243), regression F(12,Z25) « 6.01, p < .0001, valida-

tion R * .205 (R1 * .042). p < .01 for violent recidivism.

Although shrinkage in accounted-for variance occurred in

both validations, the amount of shrinkage is approximately

what would be expected if true cross-validations had been

performed on a random split from a single population.*

Age, Because insanity acquittees spent longer times in custody

opportunity than their convicted counterparts,
15

it was important to ensure

and recidivism that none of the results reported above were compromised by

any difference in length of followup. Therefore several sub-

sidiary analyses were,conducted.

First, earlier work with the same subjects* showed that the

length of detention was equivalent for subjects charged with

homicide and attempted murder, but that among subjects

charged with any other offenses, convicted subjects experi-

enced significantly shorter detention than insanity acquittees

Table 2 shows that the differences in outcome between the

subject groups were just as large as for those subjects with

more serious index offenses (homicide and attempted murder.

where there had been no difference in duration of followup.

Second, an examination of the actual lengths of followup

showed that there was, overall, an average of 10.1 months

longer in followup for the comparison subjects. Consequently

for all comparison subjects the length of followup was short-

ened by 10 months. This meant that only two comparisor
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TABLE 2

subjects were reclassified. This would have resulted in virtu

ally no change to the results concerning differential rates c

recidivism reported above.

Relative failure rates for insanity acqulttees (NGRI) and
convicted (Con) subjects

NGRI Con til)

Recidivism

All matched subjects .393 .544 9.91**

Homicide & attempted

murder subjects only .343 .493 5.09*

Other subjects only .473 .648 3.88*

Violent Recidivism

All matched subjects .191 .294 6.09*

Homitide & attempted

murder subjects only .175 .278 4.73*

Other subjects only .245 .323 ns

* p < .05.
** p<.Ol.

Third, with the two comparison subjects reclassified, the

effects of group membership and age on recidivism were

examined using a multiple discriminant analysis with group

(insanity acquittee or comparison) and age the subject first

became at risk as the independent variables and failure (or

not) as the dependent variable. The age subjects first became

at risk to reoffend had strong relationships with outcome

(F(l,411) = 59.92 and 20.76, p’s < .0001 for general and

violent recidivism, respectively). However, the effect of

group membership on outcome was unaltered when the

variance associated with age was removed: for general

recidivism. F(1.427) = 8.88. p < .005 before removal vs.
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1

F(l,411) « 8.96, p < .005 after, and for violent recidivism,

F(l.421) = 5.64,p < .02 vs. F(l,4ll) « 73)6, p < .01.

Finally, the probability of recidivism as a function of the

length of time at risk was examined for the two subject

groups separately. Figure 1 shows the proportion of subjects

who exhibited any recidivism (number who failed divided by

the number who could have failed) for each of 12 sequential

six-month blocks of time at risk to recidivate. Also shown in

Figure 1 are the least squares inverse exponential functions

that best fit the two data sets. Clearly, the comparison sub-

jects exhibited higher rates of recidivism throughout the fol-

lowup, and it appears that the difference between the groups

increased over time.

figure 1

Probability of general recidivism as a function of six-month

time blocks and best fit Inverse exponential functions for

Insanity acquittees (solid points, solid line) and convicted

comparison subjects (open points, broken line)
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diagnosis was not reliably related to recidivism in the com-

parison subjects, diagnoses were significantly different in the

two groups of subjects, and those insanity acquittees who

were diagnosed as having a personality disorder were more

likely to recidivate than those with other diagnoses (see Table

1). Therefore, the role of diagnosis was explored in the pre-

diction of outcome among both groups of subjects combined.

Also, because of the large differences between groups on

those variables having to do with alcohol abuse, we decided

to examine further the role of alcohol and the interaction

between alcohol and diagnosis in the prediction of outcome.

In order to simplify the analyses, the four alcohol variables

were combined into a single composite variable reflecting the

severity of each subject’s alcohol problem. Subjects received

a score from zero to four where one point was added for each

of: moderate or severe teen alcohol abuse, moderate or severe

adult alcohol abuse, a history of parental alcohol problems,

and alcohol involvement in the index offense. Then, alcohol

composite score, whether the subject met DSMTI1 criteria for

personality disorder, and group (NGR1 or comparison), as

well as all possible interactions among these three variables,

were examined for both outcome variables using simultane-

ous and stepwise multiple* regression analyses. All yielded

main effects of composite alcohol score, F(1,425) = 33.77.

p < .001 and F(l,419) = 21.28, p < .001. for general and vio-

lent recidivism, respectively; and of diagnosis, ^(1,425) =

22.16, p < .001 and TO.419) = 26.02, p < .001. Also, group

and diagnosis yielded significant interactions, F(l»425) —

16.36,/? < .001 and F(l,419) = 16.18,/? < .001. The same

results were obtained when the diagnosis variable was

dichotomized as psychotic or not. When group was forced

into stepwise solutions first, it was always subsequently

forced out by diagnosis.

Although not establishing causal connections, these results

suggest that group differences in general and violent recidi-

vism rates could be attributed to differences in degree of

alcohol abuse and to the interaction of diagnosis and group.
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Specifically, non-personality-disordered (usually psychotic

NGRI subjects showed lower rates of failure than all others

In other words, subjects sent to prison showed about the sam<

rates of failure regardless of diagnosis, and personality-dis

ordered (or nonpsychotic) subjects showed about the saim

failure rates whether found NGRI or convicted; the onl:

subgroup to show lower rates of failure were NGRI subject:

who were not personality disordered (especially those wht

were psychotic). Figure 2 shows the effects of the interactior

of diagnosis and group membership on general recidivism fo»

the dichotomization of diagnosis as personality disordered o>

not, as psychotic or not. When only the non-personality-dis*

ordered subjects were considered, matched insanity acquit*

tees showed lower general recidivism (.33 vs. .50

X
l(l) = 8.74, p < .005) and violent recidivism (.13 vs. .24

X
l(l) = 6.60,p < .01) than did convicred subjects.

Parenthetically, it should be noted that diagnosis, alcohol

composite score and group were not identical variables with

different names; they yielded statistically significant but only

moderate intercorrelations, shown in Table 3. Finally, the lin-

ear combination of alcohol composite score together with

diagnosis (psychotic or not) was also not collinear with

group, multiple R = .,477 (Rl = .227), p < .001.

Discussion

The results of the present study strongly suggest that insanity

acquittees (particularly those who would receive a psychotic

DSM-I1I diagnosis) are less UXely than their convicted coun-

terparts to commit any offense or any violent offense upon

release. An important strength of this study was that the two

groups were carefully matched on variables most consistently

related to recidivism in previous studies and were also equiv-

alent on many other clinical, demographic and social adjust-

ment variables. Where the two groups turned out not to be

well matched, there was little a priori reason to predict that
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FIGURE 2

Rates of general recidivism for Insanity acqulttees (soli

line) and matched convicted subjects (dashed line) as

function of two diagnostic categorizations

Probability of General Recidivism
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TABLE 3

one group was at higher risk to reoffend than the other.

Another strength was that recidivism (both general and

violent) included acts that, although they could have been

pursued through the criminal justice system, were instead

handled by readmitting the individual to a seeure hospital

setting. Nevertheless, none of these factors can account for

the difference between our results and those of the studies

cited earlier in which the recidivism rates of the insanity

acquittees and the matched comparisons were similar.

Correlations among alcohol composite score and

dichotomous group and diagnosis variables

2. 3. 4 . 5.

1. Psychotic .788

2. Schizophrenic

3. Personality disordered

4. Alcohol composite

5. Group

NOTE: AH correlations significant.

-.500 -.332 .453

-.394 -.237 .430

.210 -.222

-.292

p < .001

.

Why did the recidivism rates of the two groups in our study

differ? Several explanations are possible. First, the two

groups differed greatly in terms of diagnosis. The insanity

acquittees were much less likely to be diagnosed as personal-

ity disordered than the comparison subjects. Diagnosis of

personality disorder was negatively related to outcome in this

study and in several others reviewed in the introduction.

Also in support of the argument that diagnosis was the main

factor responsible for the differential outcomes of the two

groups was the finding that among personality-disordered

subjects, there was no significant difference in cither

outcome measure between the Insanity acquittees and the

convicted subjects. However, this explanation cannot be com-
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plete. for among the subjects who were not personality disor-

dered, the NGRI subjects had significantly lower recidivism

rates than the comparison subjects. And, although the three

other studies in which the recidivism rates of insanity acqtoit-

tees and convicted persons were compared did not examine

the issue because diagnostic data were not available for the

comparisons” it is almost certainly the case that diagnostic

differences would have been present in those studies as well.

Thus it is unlikely that diagnostic differences between groups

can explain the present results.

Another explanation of our results relates to differences in

post-release supervision. Among convicted offenders, except

for those few who had life or indefinite sentences, supervi-

sion in the form of mandatory contacts with a parole officer

usually ended very shortly after release, ami often the amoiunt

of contact even while on parole was minimal. By contrast,

most of the insanity acquittees, and perhaps especially the

non-personality-disordercd acquittees, spent a considerable

amount of their time at risk living in an open ward c»f a

psychiatric hospital or where they received supervision

regarding such criminogenic factors as alcohol use and cripii-

nal associates. Moreover, even when the insanity acquittees

were living in the community, so long as their legal wan ant

had not been lifted (and it rarely was), the patient usually *»d

to attend the hospital for regular visits, whereupon, if it 'Was

discovered that he was violating any of the conditions of his

warrant (which frequently specified that he was not to drink

or use street drugs, and was not to associate with certain per-

sons), he could be readmitted to the hospital. Although the

personality-disordered patients were also subject to the st*me

conditions, we* suspect that they were much less likely to

admit to violating them.

Third, the present results are consistent with the suggestion

that hospital treatment (plus subsequent clinical supervision,

perhaps) as opposed to spending time in prison actually a(?te

10 reduce the recidivism of the psychotic patients but not or

the personality-disordered patients. One of the measures we



397
50

used was the Level of Supervision Inventory* In the present

study, we found that of all subjects in the study, the convicted

psychotic subjects had the lowest LSI scores (12,8 vs. 14.8,

22.5, and 19.6 for the psychotic NGRIs, personality-disor-

dered NGRIs, and personality-disordered convicted subjects,

respectively). Thus the finding that among convicted subjects

there was no difference in outcome between diagnostic

groups despite the differences in risk scores suggests that

prison actually increased the risk level of the convicted

psychotic patients rather than (or perhaps as well as) that hos-

pitalization lowered the risk level of the psychotic NGRI sub-

jects. Among correctional populations there is evidence that

placing low-risk subjects among a group of high-risk subjects

can indeed increase the expected recidivism rates* Future

research could explore these possibilities further by usmg

other established risk assessments and by using more van-

ables relating to response to treatment.

A fourth possible explanation of our findings is that the com-

parison subjects were a higher-risk group because of their

more serious alcohol problemsL Compared with the insanity

acquittees, convicted subjects were more likely to have par-

ents with alcohol problems, more likely to have abused

alcohol in the past, and more likely to have been under the

influence of alcohol at the time of their offenses. Although

alcohol abuse has been mentioned as a risk factor in the

past,* our results suggest that more attention should be paid

to alcohol consumption as a risk factor for both mentally dis-

ordered and nonmentally disordered offenders in the future.

Of course, any or all of the explanations above may account

for the present results, and further research will be required

to determine which are more important. Nevertheless, the fact

that our results were different from those of the earlier stud-

ies despite similarities in methodology leads us to believe

that it was the post-release supervision of the insanity acquit-

tees that led to their lower recidivism rates.
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The overall rates of failure fOT the insanity acquittees (41%

for any offense and 20% for a violent offense) were consider-

ably highcT than they were for insanity acquittees in an

earlier study at the same institution,*
1 in which similar defini-

tions of failure and similar followup times were employed.

However, the mean length of stay until release from a secure

hospital setting in the present study was 54.7 months, com-

pared with over 99 months in the earlier study. Thus the men

in the present study were considerably younger when first at

risk than men in the previous study. This large difference in

ages could account for the difference in outcomes, especially

for general failure, where age was significantly related to out-

come. The reason for the difference in rates of violent failure

is less clear. Nevertheless, the failure rates for insanity

acquittees in the present study are quite similar to rates

obtained in other recent studies.®

The variables that predicted both general and violent recidi-

vism in the present study are consistent with those that have

been found to predict failure in other studies of criminal

recidivism: early arrests, criminal history, alcohol abuse,

aggression, impulsivity, school maladjustment, parental

separation, paiemaf crime, employment, marital status, a

diagnosis of personality disorder, and score on the Level of

Supervision Inventory. Moreover, when the equations repre-

senting the best combinations of variables in predicting fail-

ure and violent failure in each group were cross-validated on

the other, the magnitudes of the multiple R’s on cross-

validation were about as high as would have been expected in

a true double cross-validation. In addition, the pattern of

results in Table 1 reveals remarkable similarity between the

two groups in the ways recidivism was related to each study

variable. These findings are important because they lend

strong support to the argument that the same variables twt

predict criminal recidivism among offenders m general aiso

predict criminal recidivism among mentally disor

offenders. These findings are similar to those of several otne

investigators who have found that variables related to enm -
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nal history arc more related to recidivism among mentally

disordered offenders than are clinical variables.1
’ These

results lend support to those who argue* that the antisocial

behavior of mentally disordered offenders is caused by the

same factors that cause crime in nonmentally disordered

offenders* and that basing the release of insanity acquittees

solely on psycbopathoiogical symptoms and recovery would

be a serious mistake.

Among the best predictors of general failure in the present

study was the score on a modification of the Level of Super-

vision Inventory, an instrument developed to assess risk and

needs among correctional populations. Our results strongly

snpport the use of this instrument as a risk predictor for men*

tally disordered offenders. Furthermore, our results suggest

that treatment programs for insanity acquittees must include

programs designed to attend to their “criminogenic needs.”*

Although it has been argued by some* that clinicians treating

psychotic offenders should attend to the psychotic symptoms

and that the violent behavior will then disappear, the present

results suggest that clinicians who treat psychotic offenders

should address the antisocial behavior directly in treatment.

Problems such as substance abuse, criminal thinking, antiso-

cial attitudes and values, and criminal associates have been

shown to be relevant treatment targets for correctional popu-

lations, and programs designed to address these problems

have produced promising results.* Our data suggest that simi-

lar attention to these sorts of problems holds promise for

reducing criminal recidivism rates among insanity acquittees.
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